INTRODUCTION
Adhesions, congenital abnormalities, intussusception, volvulus, foreign bodies, gallstones, bezoars and tumors are the most common cause of the mechanical small bowel intestinal obstruction. 1 Gallstone-induced intestinal obstruction, also referred to as gallstone ileus, is an uncommon and potentially serious complication of cholelithiasis. It occurs when gallstones migrate from the gallbladder to the bowel through a cholecystoenteric fistula, causing a mechanical obstruction. Cholecystoduodenal fistulas are the most frequent (75%), followed by cholecystocolic fistulas (10-20%) , and a variety of other types (15%). Spontaneous enterobiliary fistulas occur secondary to biliary disease and disease of adjacent structures.
2 Gallstone ileus accounts for 1-4% of all cases of surgery for intestinal obstruction. However, in the over-65-year age group, the prevalence is much higher with female to male ratio as 3.5-6.0:1, with gallstone ileus accounting for 25% of all cases of nonstrangulated small bowel obstruction. 3 Here we report a case of gallstone ileus with two biliary stones causing intestinal obstruction with review of literature of this uncommon disease.
CASE REPORT
A 75 year old female patient presented in emergency department with 4 day history of nausea, vomiting and pain in epigastric region. Abdominal examination was revealed distended abdomen with tenderness in epigastric region. Her bowel sounds were diminished. Routine blood examinations showed leucocytosis. Her chest X-ray was normal while abdominal X-ray showed distended gut loops with significant air fluid level. On the basis of findings, decision was made to operate. At laparotomy through midline incision, careful exploration and palpation of small bowel revealed a large impacted gallstone in the mid of ileum causing an intestinal obstruction ( Figure 1 ). Proximally to obstruction a small gall stone was also present. A simple enterolithotomy was done for impacted gallstone (Figure 2 About 1%-4% of all cases of mechanical intestinal obstruction were caused by rare disease gallstone ileus. It is an uncommon complication of cholelithiasis. The formation of a fistula between the gallbladder and the duodenum may allow a gallstone to enter the intestinal tract. Gallstone ileus usually occurs in the elderly with a female predominance and is associated with a high mortality rate. The diagnosis of gallstone ileus entails a clinical challenge, especially in older patients in whom it may be easily overlooked. Here we report a case of 75 year old female patient presented in emergency with 4 day history of nausea, vomiting and pain in epigastric region. Emergent laparotomy was done and it was surprise to see that the cause of obstruction was gall stone ileus, enterolithotomy and repair was done.
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fistula was identified between gallbladder wall and duodenal loops (Figure 3 ). Patient recovered well and dischared on 12th postoperative day.
DISCUSSION
Gallstone is a common disease which is symptomatic only in 20%-30% of patients with biliary colic being the most common symptom. 4 Acute cholecystitis, acute pancreatitis, choledocholithiasis with or without cholangitis, and a gangrenous gallbladder are the most common complications of gallstone disease while Mirizzi syndrome, cholecystocholedochal fistula and gallstone ileus are uncommon complication. 3, 4 Biliary-enteric fistula is the major pathologic mechanism of gallstone ileus. It is generally believed that pericholecystic inflammation after cholecystitis, as well as pressure necrosis by the gallstone against the biliary wall, may lead to formation of a biliary enteric fistula. Fistula formation is a complication of 2% to 3% of all cases of cholelithiasis with associated episodes of cholecystitis. 5 In a large series, 89.5% of patients with cholecystoenteric fistulae were also found to have a common bile duct obstruction caused by an extrinsic compression from an impacted stone in the cystic duct, known as Mirizzi syndrome. A biliary enteric fistula provides a passage for large gallstones to enter the bowel and eventually cause gallstone ileus. 6 To date, the largest review of reported cases of gallstone ileus, which consisted of 1001 cases, was published by Reisner and Cohen in 1994 who reported that the most common locations of impaction of gallstone are the terminal ileum and the ileocecal valve because of the anatomical small diameter and less active peristalsis. They also found that the less common locations for impaction are the jejunum, the ligament of Treitz, and the stomach, while the duodenum and colon are the rare locations for impaction. 3 The gallstone ileus is most commonly characterised by the like nausea, vomiting and epigastric pain. Moreover, a small portion of patients may present with hematemesis secondary to duodenal erosions. The diagnosis of gallstone ileus is difficult, usually depending on the radiographic findings. In 50% of cases the diagnosis is often only made at laparotomy. 3 Lassandro et al 7 compared the clinical value of plain abdominal film, abdominal ultrasound and abdominal CT in diagnosing 27 cases of gallstone ileus, and found that the Rigler's triad (mechanical small bowel obstruction, ectopic gallstone, and air in the biliary tree on abdominal x-ray film) presents 14.81% in plain abdominal film, 11.11% in abdominal US, and 77.78% in abdominal CT, respectively. The abdominal CT offers crucial evidence not only for the diagnosis of gallstone ileus but also to opt for appropriate management strategies.
The primary goal of treatment in gallstone ileus is early relief of intestinal obstruction and minimization of morbidity and mortality. The debate is still going on about the choice of procedure, whether a one stage or two-stage surgical procedure or enterolithotomy alone. The one-stage procedure includes enterolithotomy, cholecystectomy, and fistula repair. The two stage procedure includes initial urgent enterolithotomy followed 4-6 weeks later by cholecystectomy and fistula closure. However, enterolithotomy alone is increasingly being offered to patients with gallstone ileus in an emergency setting, without follow-up definitive biliary tract surgery. 8 As in our case we did not perform the second operation because of patient denial.
Tan et al 9 compared the two surgical strategies; enterolithotomy alone and enterolithotomy with cholecystectomy for the emergent treatment of gallstone ileus and concluded both the procedures as safe with no mortality-however, the better was enterolithotomy. In their combined series, Reisner and Cohen 3 published operative mortality rates of 16.9% for one-stage repair and 11.7% for enterolithotomy (p <0.17).
Recently, laparoscopy-guided enterolithotomy has become the preferred surgical approach in treating gallstone ileus. The non-surgical treatment of gallstone ileus has been suggested, including endoscopic removal and shockwave lithotripsy depending upon the location of obstruction. The postoperative recurrence rate of gallstone ileus is 4.7% and only 10% of patients require secondary biliary surgery for recurrent biliary symptoms.
3, 10

CONCLUSION
In a patient with history of cholelithiasis with nausea, vomiting and abdominal pain, gallstone ileus must be considered as a differential diagnosis. Abdominal CT is usually the preferred diagnostic modality because of its rapid diagnosis and high resolution. Although there are no strong evidences in favor of enterolithotomytomy alone or one-stage or two stage repair. Our results suggest that enterolithotomytomy is safe procedure for gallstone ileus and not associated with increased long-term biliary complications.
